Behavioral health providers are trained to listen to "client narratives" (their own story in their own words), to "start where the client is," to focus on strengths rather than deficits, and to develop solutions to problems in true partnership with our clients. We have applied this "client centered" philosophy in the development, deployment, and support of the behavioral health applications as well.
Introduction
Behavioral health providers are trained to listen to "client narratives" (their own story in their own words), to "start where the client is," to focus on strengths rather than deficits, and to develop solutions to problems in true partnership with our clients. We have applied this "client centered" philosophy in the development, deployment, and support of the behavioral health applications as well.
Every phase of software development for the new Behavioral Health Graphical User Interface (GUI) was influenced by the eventual users -our clients. Building on the strengths of existing Resource and Patient Management System (RPMS) applications, behavioral health providers created the requirements for the application, and clinicians worked side by side with developers to make certain these requirements were correctly interpreted. A user-centered design process was informed by on-site observations, interviews, and usability testing. Training activities were uniquely tailored according to the needs of the Areas, and recommendations of attendees were immediately incorporated in order to improve the training experience for others. Throughout the process, the BH GUI project plan remained dynamic, changing as needed to reflect user priorities and industry standards.
BH GUI Released
ITSC released the much-anticipated Behavioral Health GUI (BPC v1.4) in January 2004. BH GUI is the Windowsbased graphical user interface to the very robust and widely deployed Behavioral Health System (BHS v3.0). BH GUI and BHS v3.0 are interim application releases on the development path of a fully integrated, electronic behavioral health application. Patch 1 of BH GUI and patch 2 of BHS v3.0 will be released early this summer. The patches include minor modifications to enhance usability as well as several changes and new features designed to increase security and privacy to facilitate compliance with HIPAA. In addition, BHS v3.0 also includes the domestic violence screening exam code.
BH GUI is a component of the IHS Patient Chart, which was initially released in 2001. With the deployment of the mental health clinics, urban residential alcohol and substance abuse treatment facilities, clinic-and hospitalbased social work departments and everything in between. As we developed and presented training on the BH GUI, we discovered a number of ways to make the experience more relevant and appropriate for attendees.
Discipline-specific data entry scenarios and exercises were developed with input from clinicians in the field. Self-paced tools for independent learning were designed and distributed widely to support learning outside of the classroom. Training sessions for specific user groups, such as residential alcohol and substance abuse treatment center clinicians and staff, were especially well received and successful. A standard of a minimum of two trainers per 20 students, one being a clinician, was established. The time and energy invested in making frequent changes to training materials and agendas, and in post-session debriefings and analysis of training evaluations, was clearly well spent.
Plans for Future Development and Deployment
Users have tasked us with the development and inclusion of an improved, comprehensive treatment plan module in the BH GUI. This is a priority of future development efforts. Programming is underway now for enhanced group functionality, and work continues toward importing the BH GUI into the IHS Electronic Health Record. While Patient Chart has always been considered an easy-to-use, easy-to-deploy application, implementation of the BH GUI does require a different process than BHS v3.0. Changes to deployment plans include increasing the number of on-site implementation visits as an adjunct to Area training. Also at the request of users, we are hoping to be able to offer on-line training soon and are pursuing continuing education credit for training from the IHS Clinical Support Center. We are extremely grateful to our clients -the users, potential users, and the Division of Behavioral Health -for partnering with us in the development and deployment process of the BH applications. Behavioral health providers know that it is the client who holds the answers. Goal: achieve comfort in a decreased level of consciousness when intractable symptoms and suffering are present despite appropriate palliative treatment.
PALLATIVE CARE PEARLS
"Intentional," "terminal," "total," "controlled," or "palliative" sedation are all terms employed to describe the deliberate and ongoing induction of unresponsiveness or unconsciousness without the intent of euthanasia in dying patients.
Ethical Considerations Include:

Autonomy
• Duty to consult and inform.
• Patient's preferences and role in decision-making.
Beneficence
• Doing everything possible to relieve intractable suffering for the dying patient.
• Acknowledging distress of family and caregivers.
Non-Maleficence
• Intention of provider and caregivers is directed for patient's benefit. • Principle of double effect applies: accepts all actions may have both positive and negative effects, however decision based on benefit to patient. 
Pharmacological Principles
• Review medication history for paradoxical agitation to benzodiazepine or opioids.
• Develop experience with dosing/titration of sedating drugs.
• Use parental route.
• Monitor and reassess frequently. 
Medications
Abstracts of the Month
Do you offer obstetric delivery at your facility? Or do you have an on-call schedule of any type? Please consider these two topics on practice style.
Improving Competency in the Management of Shoulder Dystocia with Simulation Training.
Objective. To determine whether a simulation training improves resident competency in the management of shoulder dystocia. Methods. Residents from two training programs participated in this study. The residents were blockrandomized by year-group to a training session on shoulder dystocia management that used an obstetric birthing simulator or to a control group with no specific training. Trained residents and control subjects were subsequently tested on a standardized shoulder dystocia scenario, and the encounters were digitally recorded. A physician grader from an external institution then graded and rated the residents' performance with a standardized evaluation sheet. Statistical analysis included the Student t test, chi 2 , and regression analysis, as appropriate. Results. Trained residents had significantly higher scores in all evaluation categories, including timelines of their interventions, performance of maneuvers, and overall performance. They also performed the delivery in a shorter time than control subjects (61 versus 146 seconds, P =.003). The second related issue is how your team, or facility, reacts to emergency situations. You may have the best trained individual at the bedside, but she/he cannot always succeed alone. It is best to be part of a fully functional team with shared objectives. This issue will be specifically addressed at the 2004 Native American Maternity Care conference (see above). There will be lectures and workshops on how facilities and teams can develop successful simulations and responses to these types of infrequent emergencies, whether they be obstetric, or of any other type. It is highly recommended that a small team of nurses and providers from your facility attend this meeting.
Conclusion
Middle-aged Women, Regardless of Ovarian Function, Experienced Greater Sleep Disturbance than Do Younger Controls.
Objective. To distinguish aging from menopause effects on sleep architecture, we studied an episode of disturbed hospital sleep in asymptomatic midlife women during the follicular phase of an ovulatory cycle and three control groups differing by age or menopause status. Methods. Fifty-one studies were conducted in four groups of volunteers: young cycling (YC, 20-30 years, n = 14), older cycling (OC, 40-50 years, n = 15), ovariectomized receiving estrogen therapy (OVX, 40-50 years, n = 12), and spontaneously postmenopausal (PM, 40-50 years, n = 10). Subjects were admitted to the University Hospital General Clinical Research Center (GCRC) for a first-night sleep study conducted during a 24-hour, frequent blood sampling protocol.
Results.
Despite similar estrogen concentrations in the YC (28 +/-4 pg/ml) and OC (34 +/-6 pg/ml) groups, OC women had reduced sleep efficiency (79% +/-2%) vs. YC (87% +/ 3%; p = 0.009). In the OVX and PM groups, where estrogen concentrations were markedly different, sleep efficiency was also reduced vs. the YC group (OVX vs. YC, 79% +/-3% vs. 87% +/-3%, p = 0.05; PM vs. YC, 75% +/-3% vs. 87% +/ 3%, p = 0.007). Wake time was longer in the three older groups (103 +/-10 minutes, 101 +/-12 minutes, 123 +/-12 minutes for OC, OVX, PM, respectively) vs. YC (63 +/-13 minutes, p < 0.05). The number of stage shifts was positively associated with advancing age (rho = 0.3, p < 0. OB/GYN CCC Editorial comment. Lukacs, et al point out some of the effects of stressors on effective sleep. I would also submit that anyone who is cared for, works along-side, or lives with sleep deprived staff of any age or gender, are similarly impacted in ways both subtle, and not so subtle.
The best approach to on-call scheduling is a topic of never-ending debate. Each method should seek to balance quality of care, preservation of the circadian rhythm, and one's life outside the workplace. Should we perform 24 hour shifts? Twelve hour shifts? Eight hour shifts? The data on this topic are vast, although in many cases, staffing decisions are supported by "cherry picking" those articles that seem to best fit individual lifestyles.
This will be another topic at the 2004 Native Maternity Care and Women's Health meeting. Please let us know how you have successfully solved this perennial issue, or not. 
From Your Colleagues
Understanding the Risks of Medical Interventions
You are reviewing a recent lipid panel on John, a 50-year old man who has been following an exercise and diet program since you discovered a high cholesterol level at his wellness physical six months ago. John's total cholesterol has gone from 315 to 280, his HDL from 40 to 45 and his LDL from 205 to 185. John's wife read an ad in a magazine about a cholesterol-lowering medication that will reduce the risk of heart attack by 30 percent, so he asks you about taking it. What will you tell him?
To start, you will certainly evaluate John's other heart attack risk factors -smoking status, hypertension, family history, and diabetes -but it will also help if you can explain to 
Evidence-based Obstetrics and Gynecology
Evidence-based Obstetrics and Gynecology helps clinicians to combine the best external evidence from systematic research with individual clinical expertise to make effective decisions about patient treatment and care. For each issue, key articles are selected from the literature and reviewed in the form of a structured abstract and expert commentary. It is in a concise and easy-to-read format. Most reviews are 1 -2 pages long, not unlike a Cochrane Database Abstract.
A sample issue is available online. Go to http://www.harcourt-international.com/journals/ebog/. From the journal's home page above, click on the area along the left border that says "Latest issue, contents and abstracts now available" with the Science Direct logo. On the right-hand side of the page that opens, click on "sample issue online" located below the picture of the journal. On that page click on "Volume 6, Issue one." You will have full-text access to all the articles in that issue. Navigation directions are thanks to Anne Girling, ANMC Librarian, agirling@anmc.org. OB/GYN CCC Editorial comment. A small number of centers have developed practices whereby pregnant patients with glucose challenge levels > 185 -200 mg/dL are automatically diagnosed and managed as if they actually had GDM without a 3 hour 100gm OGTT. This process of automatically converting a screening test result into a diagnostic test result has not been borne out well in the evidence. It can lead to many incorrect diagnoses, as pointed out by Yogev above, and is akin to starting radiation therapy for the presumed diagnosis of cervical cancer based solely on a single Pap smear screen.
From Richard Olson, HQE
We iatrogenically expose our patients with gestational diabetes to higher rates of cesarean delivery testing, regardless of birth weight and obstetric outcome, simply based on the diagnosis GDM alone (Naylor). If that GDM diagnosis was incorrect from the outset, there is also the needless discomfort of frequent, ongoing daily capillary blood glucose determinations and numerous other interventions. Obesity is the second leading cause of preventable death in the U.S. For women, being overweight is associated with a greater risk of developing heart disease, certain cancers, and a number of chronic conditions including diabetes. According to the CDC, physical inactivity, a major contributing factor to obesity, is more common among women than men. 4. False. Girls and boys smoke at about the same rate, and one in four high school girls is a current smoker. However, girls are more likely to report that they have tried to quit than boys and are more likely to be successful at quitting when their smoking cessation programs include social support from family and peers. Source: National Women's Law Center's E-Update. An excerpt of the summary and references are as follows: . . . We have some challenges. I would suggest we consider more adolescent topics at our local, regional, and national meetings. This would be a place for dialogue, increasing our skills, and planning more standardized approaches given our constraints on resources. We need to share programs that work in our communities. We can develop outcomes measures that will help us plan for improving care in our communities. A recent supplement to the journal Pediatrics discussed how to measure effectiveness of adolescent health care. How can we apply that to our communities? For those who have schoolbased or school-linked clinics, IHS headquarters is developing a discussion and work group in which we can participate. We can also commiserate in our struggle to provide increasingly accessible teen health care. References: A January 2004 supplement to the journal Pediatrics 113 (1) is focused on measuring the quality of children's health care as a key step in quality improvement. Extensive quality problems have been documented across all sectors of health services for children and adolescents. For example, problems persist in asthma care, well-child and adolescent care, childhood immunization rates, and sexually transmitted disease screening for adolescents. Many other problems in children's health care delivery are not being adequately measured and monitored. See http://www.ahrq.gov/research/apr04/0404RA15.htm#head1
To subscribe to the Primary Care Discussion Forum, go to www.ihs.gov/MedicalPrograms/MCH/M/MCHdiscuss.asp and click the word "subscribe" in the first paragraph, or contact me, nmurphy@anmc.org.
LETTER TO THE EDITOR
Cultural Practices and Breastfeeding
Editor, I read with interest Carol Dahozy's article, "Cultural Practices and Beliefs of Birth and Death of Southwest Native American Tribes." Given Ms. Dahozy's statement that, "freezing breastmilk is taboo as it takes the life out of the milk," how would she suggest counseling new mothers about pumping and storing their milk in preparation for returning to work? Most of our families require two wage-earners just to get by, so staying home to nurse simply isn't an option. Most local employers don't offer benefits to allow for more than several weeks of paid leave, if any paid leave is offered at all. Thereafter, most mothers switch to formula if they are not educated about the option of giving babies expressed breastmilk.
In the 13 years I've practiced at our facility, I've not become aware of the belief that freezing breastmilk is taboo. In fact, most women with whom I speak seem pleasantly surprised that they can continue offering the benefits of breastfeeding to their babies even if they can't always be physically present to nurse. Obviously, more than education impacts any mother's decision to breastfeed and to continue pumping after her return to work. Family and community supports, like other older, more experienced women who have successfully breastfed their own children, as well as the attitudes of fathers and employers regarding breastfeeding, often determine whether women will breastfeed and whether they have lasting and positive experiences. Offering a breast pump at discharge or at the early discharge follow-up appointment (generally within 48 hours of discharge), after discussing feeding practice options during pregnancy, we are in a position to positively impact the health of our children by significantly extending the time that babies consume breastmilk.
The positive effects of breastfeeding continue to be enumerated in the literature. Can we approach this taboo belief with modern research that unequivocally shows that freezing does not "take the life out of breastmilk"? What other strategies can be employed to assure sustained breastmilk feeding in our Native American populations? I welcome the comments of Ms. Dahozy and any others who might offer information to the providers whose charge it is to help promote and sustain health for our people in a culturally-sensitve manner. This study reports on the ten year follow-up of 247 postmenopausal women with osteoporosis treated with the bisphosphonate agent alendronate (Fosamax). They were initially part of a larger cohort in a placebo controlled treatment trial reported at three years. This group of women has been followed to evaluate for continued response to alendronate and adverse effects. Women were divided into three branches, those who had five years of treatment and discontinued, those treated with 5 mg a day for ten years, and those treated with 10 mg a day for ten years. The findings were as follows:
• Bone mineral density (BMD) increased in a dosedependent fashion throughout the treatment period for those treated for ten years, remaining within the normal range.
• Those women treated for five years and discontinued preserved some of their BMD gains after discontinuation but did not experience further increase.
• No insufficiency fractures or fracture malunions were reported, indicating that the bone developed in the presence of the bisphosphonate was functioning normally.
• Adverse effects attributable to the medication were minimal and did not differ between the three groups.
We already know from a number of studies that bisphosphonate treatment for women with low bone mineral density (T-score of less than 2.5, or two standard deviations below the mean for healthy young women) is effective in preventing fracture. This descriptive study suggests that long term treatment with alendronate is safe and effective and that we can carry treatment out at least ten years without concern.
Conferences and Training Opportunities
Prevention in Native Women, August 
Correction
What's Up With All the Antibiotics for Pharyngitis?
In Figure 1 on page 85 of the April 2004 issue of The Provider (Volume 29, Number 4), there was a small but significant error. When evaluating an adult, if you find that 2 to 4 Centor criteria have been met and you do an RADT, if it is negative, you do not need to do a throat culture. For your convenience, the corrected figure is reproduced here; you may copy it and mount it over the incorrect table published in the April issue.
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